CHIROPRACTIC REGISTRATION AND HISTORY

PATIENT ‘INFORM,AT-ION

Date
Patient
Address
City State Zip
Sex:[(JM [JF Age Birthdate

I Single [1Married (] widowed [J Separated [] D;vorced
Patient SS#

Occupation

Employer ~ : T PT

Empioyer AQaress

Employer Phone

Spouse’s Name

Birthdate SS#

Cccupation

Spouse's Employer

INSURANCE

Wheo is responsible for this account?.

Relationship o Patient

insurance Co._

Group #

Is"patient covered by additional insurance? {JYes [InNo
Subseriber’s Name-

Birhdate SS#
Réiations’hip to Patient

Insurance Co.

Group # .
ASSIGNMENT AND BELEASE

}, the ubdersigknsd certify that ! {or my dependent) have Insurance coverage
with ; and assign directly to

Dr. all insurance benefits, if any.

- otherwlis payable to ms for services rendered. } understand that { am financiaily

responsible ior all chargas wheshar or not paid by insurance. | hereby authorize
the doctor to release all information necessary to secure the paymeni ¢!
tenels. | authorze the use of this signalure on all insurance sub

his signaiure oo ante eulr

. Whom may we thank for referring you?

Respansible Party Signaturs

Relationship Date

PHONE NUMBERS

Home Cell

Best time and place to reach you )
IN CASE OF EMERGENCY, CONTACT .
Name s _ Relationship

G2ll Phone

Hore Phone

_ACC]DENT INFORMATION

Is condition due to an accident? (] Yes [[] No Date
Type of accident [ ] Auto [ JWork [ JHome []Other
To.whom have you made a report of your accident?

{J Auto Insurance ] Employer [[]Worker Comp. [ 1Other

Attomey Name (il applicable}

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [JYes.[INo [JUnknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain} to 18 {severe pain)

Type of pain: [ ] Sharp [ Dull [] Th'rbbb‘ing £ Nurrbriess T} Aching [ Shooting
: [18uming {1 Tingling [l Cramps [ ]Stffness []Swelling [ ] Other

How often do you have this pain?

Is it constant or does it come and go7__

Does it interfere with your {Jwork []Sleep [] Daily Routine [ ] Recreation

Activities or movements that are painiul {o periorm D Siging [ Standing [} Walkir\g D Bendmg D Lying Dov:

OVER



HEALTH HISTORY

A"on’? O Medxcanons D Surgery [:} Physical Therapy
i ] Chiropractic Services [ ] None [} O}her

¢ Name and address of other doctor(s) who have treatéd you for your condxtion

What treatment have you a!ready recevved for your con'

Date of Last: Physical Exam . .- ~Spinal X—Ray : . Blood Test
Spinal Exam ‘Chieist X-Ray . . _ Urine Test
, Dental X-Ray MBI, CT- Scan Bone Scan : i
. Place a mark on "Yes™or *No” to indicate i you have had any of the foﬂaw’tng 7 .
i AIDSHIV [ Yes [ ] No Emphysema [JYes[INo . stcarnage {3Yes[}No . ScarletFever []Yes[INo
| Alcoholism O Yes[INo  Epilepsy [ Yes (1 No Mononucleosis D Yes I No Stroke [ Yes [ No
¢ Allergy Shots  [] Yes [] No Fractures [JYes[INo Multipte. Suicide Attempt [] Yes [] No
Anemia [ Yes (I No Glaucoma Jvyes INo Sclerosis O Yes D No Thyroid
Anorexia [ Yes ] No Goiter [ Yes [I-No Mumps e g Yes [INe Pf?_ble_ms [ Yes[JNo
Appendicitis ] Yes ] No Gonorrhea Clyes[ONo - '05‘9990!9:5’3 [ Yes (JNo Tonsillitis [ Yes L1 No
Arthritis [ Yes [1No Gout - E] Yes D No g;ﬂcsmaker dYes I No Tuberculosis [ Yes [ No
arkinson’s P, Tumors,
gih?i [ Yes [INo gia:tglsea.se % :ZZ % :2 . -Digesse”-  []Yes[]No Growins ] Yes {J No
eding P _Pinched Nerve []Yes [} No Typhoid Fever [ ]Yes [ ]No
Disorders [JYes [ I1No Hermnia ! Yes_DNo S N Ty N 5
Breast Lump [ ] Yes[ I No Herniated Disk T Yes []No . eumonia es [ 1No Ulce-rs [JVYes [ INo
Bronchitis JYes I No S N R Ly D Ves LlNo Vaginal
el Herpes. L—:l Yes- D o % prostate. Infections ] Yes ] No
Bulimia (O Yes [INo High . - Problem : D Yes D No Venereal ,
Cancer [ Yes [CINo Choresteroi E] Yas gt No‘ Bissthzals | [ Ves [ No Disease ] Yas (I No
Cataracts [J Yes I No Kidney .D.ls‘e“_ase'}:} Yes CONe Psychiatric Care [ Yes CINo Whooping
Chemical Liver Disease []Yes[ANo  phoymawsia Cough [ Yes [ No
Dgpendency ] Yes [ INo Measles ] Yes [} No ~ Arhritis | Cyes No Other
Chicken Pox []Yes [ No Migraine Rheumatic: -
Diabetes [C1Yes [ No Headaches [ Yes E] No Fever - [ Yes INo
EXERCISE WORK ACI'IVITY HA_BITS
"1 None [ sitting O Smoking " Packs/Day.
1 Moderate | Standmg "] Aicoriol Drinks/Week
(] Daily [] Light Labor [ Coffee/Caffeine Drinks Cups/Day
[ Heavy - - T7] Heavy Labor - | [ High Stress Level Reason __
Are you pregnant? [ ] Yes []No Due Date__
Injuries/Surgeries you have had - Description Date
Falls ' 3
Head injuries
Broken Bones
Dislocations
Surgeries
MEDICATIONS ALLERGIES VITAMINS/HERBS[ MIN
P
Pharmacy Name
-Pharmacy Phone




CALEASE CHIROPRACTIC CENTER

Privacy Notice to Patients

Effective Date
This Notice is effective as of January 1, 2006

Acknowledgment

| acknowledge that | have received a copy of Calease Chiropractic Center’s Privacy Notice that
has an effective date of January 1, 2006.

Name of Individual (Printed) Signature of Individual

Date Signhed / /




